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MAINE DIABETES PREVENTION AND CONTROL PROGRAM: Diabetes Self-Management Training (DSMT)  

Diabetes Self-Management Training (DSMT)  - 3 Month Follow-up 
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     (02-2016) 

 

Content Area 

Knowledge Ra�ng 

 
  1 = No        2 = Li�le      3 = Basic        4 = Advanced     5 = Comprehensive 

 

 

 
Behavioral Assessment/ 

Current Prac�ce 

1.  Diabetes disease process/treatment op)ons   

2.  Physical ac)vity   

3.  Medica)ons   

4.  Monitoring   

5.  Preven)ng, detec)ng, and trea)ng acute complica)ons   

6.  Preven)ng (risk reduc)on), detec)ng, and trea)ng 

     chronic complica)ons 
  

7.  Goal-se2ng and problem solving   

8.  Psychosocial adjustment   

9. Preconcep)on care, pregnancy, and gesta)onal 

      diabetes management 
  

10. Nutri)onal management   

Plan of Care: 

 

 

 

 

Time Spent:  ____________Minutes 

    ___ 1:1   ____ Phone    ____ Le3er   or   ___ Dropped-out   ___ Refused   ___ Unable to Contact   ___ Moved   ___ Deceased 

Clinical Data Since Last Encounter ( If Applicable) 

_________________________________   _________________________/__________       _________________________/________ 

       Date of Next Follow-up        Signature of Par�cipant  / Date                   Signature of Instructor / Date 

Weight (lbs)__________________________ 

Blood Pressure ___________/ ___________                           

HbA1c ______________________________ 

     Range ___________ — ______________ 

     Date______________________________  

Lipid Profile Date______________________ 

     Total Cholesterol____________________ 

     HDL-C ___________    LDL-C  _______ 

     Triglycerides_______________________ 

Annual Microalbumin Screen 

___ Proteinuria Present 

___ Proteinuria Absent/Screen done 

 _______________ Screen Result   

 ______________________ Date  

 Screen Test Used:     

 ___ Albumin-to-Crea)nine Ra)o (Spot) 

 ___ 24-hour Collec)on     

 ___ Timed Collec)on (eg. 4 hr or Overnight) 

_____________________________________ 

Name (Last)           (First)                (M.I.) 

Physician’s Name:  

 

 

__FP/GP__Ped__Int __Endo __Other 

Phone 

 

_____________ 

Address 

________________________ 

________________________ 


